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INTRODUCTION 


"Inside our hospitals, we find modern practices and equipment, dedica- 
ted staff and a respectable rate of cure. Outside their walls, misery, 
poverty and disease march bleakly over the landscape."' These are the 
words of Dr Carroll Behrhorst after a survey he made of church-related 
hospitals in the developing world. 


What is such a system accomplishing if it meets such a small part of 
the medical needs of the people? Most of us would answer "Not much". 
Our thesis is that these systems, in terms of community health care, 
are not only an inefficient use of resources, but are blatantly unjust. 


Can we widen our services so as to care for more of the people within 
reach of our hospitals, both church-related and government? The an- 
swer, we think, is "Yes, we can", but before suggesting some of the 
ways in which this might be done, something more must be said about 
the tragedy and even the terror that confronts us, as well as the 
opportunity. 


- The poverty of so many who live and die with so little in the shadow 
of the extravagances of the rich and the powerful. 


- The erosion of so much traditional society by Western culture, which 
often provides so little in return. 


- The one-sided 'development' which, in so far as it takes place at 
all in the ‘developing countries', serves only to make the rich 
richer and to widen the gap between those who have and those who 
have not. 


- The misapplication of modern technology which lands us by jumbo jet 
in a community for which it cannot even provide clean water. 


- The comparative failure to provide personal services as compared 
with material ones - for example, many of the villages of India 
have electricity and a good road, but are generally without agri- 
cultural extension services or even the simpler means of modern 
health care. 


- The exploitation of the developing world which supplies the indus- 
trialized nations with physicians, proteins - and even prostitutes 
for thein Visiting tourists. 
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The ideas for this paper came originally from a group meeting of the 
Christian Medical Commission of the World Council of Churches. New 
ideas were included from Carroll Behrhorst of Chimaltenango, Guate- 
mala. The paper was also improved and revised on two occasions by 
Maurice King. 


The false gods in medicine - an eleven-storey, £5 million teaching hos- 
pital block in a developing country, where patients enter by the back 
door, while a policeman guards the front one for doctors and nurses - 

a temple for the glory of the staff and of medicine, rather than for 
the care of the common man. 


Such then are the products of some of the forces that beset us. We in 
the church-related and small government hospitals can do much to coun- 
ter them by looking beyond our walls to the needs of the community as 
a whole and by cooperating with one another and with government. Par- 
ticularly must we do all we can to devise new patterns for the deliv- 
ery of health care. In doing so, we must bring those whom we serve 
into the decision-making, and practise medicine on our patients' terms 
with their total involvement. Their welfare and that of their commu- 
nity must be our ultimate criterion in every situation and decision. 
This means that we must help them to learn more about themselves and 
how best they can care for one another. Our first task must be not 
just to cure our patients' present illnesses, but to make knowledge 
and services available to them, so that they can help themselves. The 
success of such an endeavour requires a great change in doctor-patient 
relationships, but the future of both personal and community health 
care demands it and depends upon it. 


Community care a challenge to innovation 


All hospitals are set in their communities and exist solely to serve 
them. Yet too many remain oblivious of what happens outside their 
walls, and it requires leadership, enthusiasm, imagination and love 
on the part of a doctor if he is to see beyond the immediate wants of 
those who come to him to the largely unmet and unconceived needs of 
those who do not. If these are even to begin to be fulfilled, the 
hospital and the community have to serve, support and be concerned 
for one another - the hospital has to involve itself in the community 
and the community in the hospital. In effect, the challenge is to 
develop new patterns of community care, to innovate in providing at 
least some services for all the people - and always on their terms. 
To respond to this challenge is, we believe, one of the main respon- 
sibilities of all health workers at the present time. Doctors work- 
ing for voluntary agencies or church-related hospitals have greater 
opportunities to experiment in this field, whereas those working for 
the state have perhaps a greater opportunity to change the whole sys- 
tem, although this is much more difficult. Where individual hospitals 
lead - and succeed - other parts of the health service may follow. 


There are two major ways for a hospital to develop its community com- 
mitment. One is to supervise a network of health centres. Another 
and more subtle one is to lead the community in the improvement of 
its own health, that is, to initiate ‘community health action'. 


The development of a network of health centres 


Because these are small units staffed by auxiliaries, they are compar- 
atively cheap to build and run, compared with hospitals. They also 
have the unique advantage of being close to the homes of the people 
and can identify with them and achieve acceptance as part of the com- 
munity. When well developed, they provide a wide range of services, 
especially those for maternal and child health, which provide a mother 


with antenatal care and family planning advice, besides immunizing her 
child, supervising his growth with a weight chart, treating his fre- 
quent episodes of cough and diarrhoea, and providing the family with 
health education. Most ‘developing country diseases' can be simply 
and inexpensively dealt with in these centres. Besides respiratory 
disease and diarrhoea, they include tuberculosis, leprosy, venereal 
disease, malaria, worm infestation and malnutrition. Because of the 
great benefit they offer for comparatively little cost, the develop- 
ment of an effective ‘health centre outreach' should be an objective 
of the very highest priority for every hospital. The coverage that 
can be achieved by investing in health centres rather than in hospi- 
tals is well shown by the following study from Tanzania. 


Options for capital investment and population coverage in Tanzania 


A regional hospital 15 health centres 


Capital cost 
(million shillings) 


Running costs/year 
(million shillings) 2 2 


Admissions/year 9,000 15,000 


Outpatients attendance/year 400,000 | 1,000,000 


Population covered 10-30, 000 300-500, 000 


Gish, Oscar (1973). 


Health centres will sometimes have to be developed by the hospital. 
Often, however, there will be government health centres, dispensaries 
or aid posts nearby, which a church-related hospital can support and 
supervise. Staff training and retraining is likely to be the critical 
issue, and although health centres are often run satisfactorily by 
nurses, it is the medical assistant - as he is understood in such ar- 
eas as East and Central Africa - or the health extension officer of 
Papua New Guinea, who most easily takes to this role. The development 
and even perhaps the initiation of staff of this kind in countries 
where they do not exist is something which every doctor who is con- 
cerned for the health of his community should do all that he can to 
promote. Incidentally, similar staff are now being trained in highly 
developed countries such as the USA. In the developing countries this 
is the only way in which in the foreseeable future all the people, par- 
ticularly those in the rural areas, will ever be provided with primary 
medical care. Not surprisingly, most of the resistance to their use 
arises from urban doctors who see their private practices in danger or 
work in large hospitals and are concerned to raise 'standards' of cure 
beyond the reach of those in the rural areas. 


Community health action 


A hospital's role in ‘community health action' is less easy, but at 
least equally valuable. Because the term may be unfamiliar, here are 
some ideas as to what it means and some of the countries where they 
have been developed. 


Run nutrition rehabilitation centres: Kenya. 

Develop an ‘outpatient village' which provides simple accom- 
modation where hospital patients who come from far away can 
live, cook and care for themselves: Rhodesia. Such a village 
can also be used by mothers in the last months of pregnancy, 
as in the 'maternity village': Nigeria. 

Choose literate farmers to go for training one day a week in 
symptomatic diagnosis, and when they are trained, the commu- 
nity controls their activities but sees that they get suffi- 
cient remuneration: Guatemala. 


Develop and supervise the ‘social area' that exists close to 
most outpatient departments: Malawi. 


Buy food wholesale and sell it retail at no profit: Zambia. 
Give members of isolated village communities a brief hospital 
training, after which they are provided with boxes of medi- 
cines which are replenished at cost by the hospital: Karen 
County, Thailand. 

Weigh children at under-fives' clinics and give health edu- 
cation: Malawi. There is, incidentally, no reason why com- 
munity volunteers should not also do the immunization under 


supervision. 


Organize local courses on nutrition and family planning, or 
anything else which may be necessary. 


Recruit panels of blood donors: Nigeria. 


Build or repair clinic and hospital buildings: Papua New 
Guinea. 


Improve wells, springs and latrines: Uganda. 
Campaign for road safety. 

Teach nutrition in schools. 

Organize fund raising walks or flag days, etc. 
Provide clerical services. 

Organize a hospital shop or hospital gardens. 


Read to the patients or write letters for them: Zambia. 


Some of these suggestions involve the complementary process of invit- 
ing the community to become involved in the hospital, which requires 
local leaders to join its management committee as well as being con- 
cerned in such matters as fund raising and the promotion of various 
forms of voluntary service. Before starting such community endeavours, 
try to identify opinion leaders in the community and involve them from 
the beginning: bypassing them is a recipe for failure. It is even 
more important that these activities fit in with some simple form of 
district health plan. 


Making a district health plan 


This is where the major exercise in judgement will come in. What can 
be done will depend on the community diagnosis, the resources that 
could become available, and the wishes of the people. The plan should 
contain a list of priorities with targets to be reached at particular 
times and take account of whatever else is being done in the district. 
Where relevant, it should fit into the general health plan of the coun- 
try. One possibility that will have to be considered is that of train- 
ing new cadres of staff. 


Does all this sound complex? In a fully comprehensive form it will 
certainly be unrealistic, but on a more modest scale it is likely that 
most hospitals could make a useful plan, exploit untapped resources 
and increase their service to the community. 


The community diagnosis 


This has been defined as the pattern of disease in the community de- 
scribed in the terms of the important factors which influence this pat- 
tern. If one of the problems is malnutrition, then how much is there, 
and of what kind is it? What socio-economic factors are responsible? 
From a hospital ward the answers may seem to be simple, and the true 
nature of the problem may only be revealed through the careful study 

of a number of malnourished children at home. A useful way of think- 
ing about this, particularly as far as middle-level staff is concerned, 
is to think of food going along a path from the fields where it is 
grown to the body of the child who needs it, the steps in the path 
being such processes as clearing, planting, growing, harvesting and 
storage, etc (Figure 1). Anything which blocks the ‘food path' at 

any of its steps, be it badly managed bottle-feeding or spoilt food 
stores, for example, is taken to be a factor responsible for malnu- 
trition (Figure 2). 


In this useful model the community diagnosis of malnutrition is taken 
to be a measure of how much of it there is in the community, combined 
with a list of the ‘blocks on the food path', and an indication of 
their prevalence (how widespread they are), their severity (how bad 
they are when they occur), their importance to the community, and 
their manageability (how easy or how difficult they might be to re- 
move, especially by health education). These four criteria - preva- 
lence, severity, community concern and manageability - can be weighed 
in discussion with staff and community leaders, using a blackboard. 

A convenient way to do this is to use the 'plus notation', one, two, 
three or four pluses being given in each case. The product of multi- 
plying these pluses (not adding them) gives a better order of priori- 
ties than working on hunches (Figure 3). 
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Community | Serious- | Preva- Total 


concern nous lence 


Too many people and 
not enough food ++ +++ + ++ 12 


Cash crops grown in- 
stead of food crops + phe Berd ect + 6 


Too little rain + + + + 1 


Pests destroy stored 
food crops +++ ++ +++ +++ 54 


Diarrhoea wastes food +++ ++4++ +++ ++ tae 


Lack of knowledge 
of shopping + +++ +++ ++ 18 


Figure 3 The group is asked to give a + to ++++ value on a blackboard 
to the questions above. This is a method of encouraging group 

discussion and training in decision-making and can have importance in 

setting priorities in a development situation. In the figure some of 

the blocks on the food path have been evaluated for an imaginary popu- 

lation. The number of pluses are multiplied to give the total. 


concern ++), but present population growth is a potential danger (seri- 
Ousness +++). The present population has a long birth interval and fam- 
ilies are small (prevalence +), and due to cultural attitudes, family 
planning is not widely accepted (manageability ++). 


"Too little rain". Rain this year was adequate (one + under all head- 


"Bests destroy stored food crops". A massive increase in rats is much 
discussed (community concern +++). This year there was some destruc- 
tion in the grain stores (seriousness ++). Almost all farms were af- 
fected (prevalence +++). Health inspectors and agricultural extension 
officers with knowledge of better storage methods are available (man- 


ageability +++). 


"Diarrhoea wastes food". The communities are bringing children with di- 
arrhoea for treatment (community concern +++). Experience with weight 
charts has shown that there is much loss of weight with diarrhoea (se- 
riousness ++++). Diarrhoea is frequent in the weanling children (prev- 
alence +++). Recent developments have much improved the management of 
dehydration, but prevention of diarrhoea is still difficult (manageabi- 


lity ++). 


Ideally, the community diagnosis should take account of all diseases, 
but in practice it will only be possible to consider some of them, among 
which malnutrition is likely to be a priority. 


mi 


What is happening in the homes of the people? Much insight into the 


community diagnosis can be obtained by a determined effort to find out 
what is happening in the homes of the people. The health needs of the 
community may look quite different when seen from the home of a tuber- 
culous mother, and the only way to find out what they really are is to 
visit people at home. This is a job for trained staff who should ask 
questions about death and disability in the household over the past 
year, together with how and where any illnesses were treated, what hap- 
pened, and what they, the people, think about them. When making a sur- 
vey of this kind, it is useful to include such a question as "What do 
you think your needs are, and how do you think we can help you?" Too 
often we offer services on our terms, at our direction, with us telling 
them what their needs are. Local people usually have clear ideas about 
their own needs and how they might help themselves with some outside 
assistance. In new areas of work, community health committees of local 
people should be functioning before the first aspirin is given out or 
the first bandage put on. Under suitable circumstances, these grass- 
root committees may select the people to be trained, and also supervise 
them, discipline them, pay them, and in effect take complete charge. 
They may also set the standards of service and determine the price 
charged for it. In time, these committees offer the effective way to 
get away from our present systems which, as already suggested, are both 
inefficient and unjust. 


What happens to the patients when they get home? Hospitals seldom know 


what happens to their patients once they are discharged. This is to be 
regretted, since it is usually easy to visit some of them at home, even 
if it does require particular care in recording their addresses, to- 
gether with a certain expenditure in time and transport. So, suggest 
to the staff - both lay and paramedical - that they visit some newly 
discharged patients in order to find out what has happened to them, to 
see how far their environment has affected their recovery, and to dis- 
cover what they thought about their stay in hospital. Many diseases 
can be investigated in this way and patient care, both curative and 
preventive, better facilitated. It is likely to be particularly re- 
warding to look into those diseases about which there are strong local 
beliefs, such as epilepsy, leprosy and tuberculosis, and conditions 
such as tubectomy, the birth of twins, or kwashiorkor. 


What are other people already doing in the district? 


Before doing anything ourselves, we need to find out what, if anything, 
is already being done in the same or related fields. This includes gov- 
ernment and church-related institutions, together with any special agen- 
cies that may be concerned. In this search to see what already happens 
we need to look beyond the health services, and if nutrition is our in- 
terest, we should know what is going on in agriculture and education. 
Only when we know what is already happening are we in a position to co- 
operate, both in overall planning and at a personal level. 


The personal approach is an essential beginning, so visit the local rep- 
resentatives of the agencies whose assistance you would like and person- 
ally ask their help. They may well be able to advise you best on how 
and when to apply more formally for the help of their particular organi- 
zation. 


athe 
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What resources for additional health care are available, or could be 
obtained, and where are they? 


At first sight, it might seem that every resource is stretched to its 
limits or beyond and that no more can be done. However, a deeper in- 
spection will probably show that this i/s not completely true and that 
unexploited resources for health care still remain. They can usefully 
be thought of as being available at four levels - in the hospital, in 
the district, in the country as a whole, and in the world at large. 
Resources for health care include money, people's time - both skilled 
and unskilled - buildings, vehicles, and last but not least: love and 
real concern. They include those that actually exist and those that 
might be generated. The key concept here is that any social group any- 
where represents a potential community resource for improved health. 

The larger, more cohesive, better led and more disposed towards health 
care a group is, the more useful it is likely to be. Beginning inside 
the hospital, such groups range through unions of hospital employees, 
village and tribal groups, political-groups, church congregations, sec- 
ondary schools, branches of such organizations as Rotary, the Round 
Table, the Red Cross or Red Crescent, such departments of government 

as the district teams for agriculture, education or community develop- 
ment, and industrial groups such as those in mines, factories or planta- 
tions. The higher levels of many of these groups can also be approached 
on a national scale, such as through the headquarters of ministries or 
national organizations. Finally, there are agencies concerned with the 
administration of small-scale aid for the world as a whole, such as 
Oxfam, the Freedom from Hunger Campaign, and the Save the Children Fund. 
The larger ones (UNICEF, UNDP, etc) only accept requests for aid from 
governments. Having identified them, the next question to be asked is 
"What can these groups be persuaded to do, give or lend in the better- 
ment of the health of the district?" 


What kinds of workers can we train? 


Many hospitals are already fully extended in training and cannot do 
more, but there are others which may be able to train a new category 
of worker for service in the community. These workers will need dif- 
ferent names in different places, but the terms village medical aide 
(Tanzania), aid post orderly (Papua New Guinea), health extension 
worker (Guatemala), or the barefoot doctor of the People's Republic 
of China, have been used. Sometimes the necessary result can be 
achieved by giving a medical role to staff of other kinds. Workers 
should be selected by the community to be served. This will be dif- 
ficult at first. One example of how to discover suitable people for 
training is the 'school for parents' set up in the Congo. Both pa- 
rents bring their child once a month to be weighed, immunized and 
cared for, and the parents receive training in child care, nutrition 
and farming. The parents pay to attend the school and at the end of 
three years receive a certificate. 


Courses should be arranged so that trainees can continue their usual 
work and maintain their community identity with a minimum absence from 
home. Training programmes at distant centres too often isolate a 
worker from his community, disrupt his family, and so alter his life- 
style that it is difficult for him to return to his village. When 
absence from home is necessary, courses should be short. Those last- 
ing a year or more may fit the Western ideas of classroom teaching 
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with their formal curricula but may not prepare a worker to serve his 
community. Too often they leave him as a social misfit. 


These workers have to be trained on the job, by seeing and treating pa- 
tients in hospitals or health centres. For them treatment has to be by 
symptoms, that is by diagnosis at a simple level. Even the sophisti- 
cated worker too often errs in his interpretation of symptoms. We find 
that symptom treatment results in a relatively low error in management, 
realizing that many medical problems are comparatively simple and with 
nature's help may heal themselves. Both sophisticated and unsophisti- 
cated societies demand treatment, even if this has a marginal effect 

in relieving symptoms or shortening the course of the illness. 


A Change of Qutlook 
Changing attitudes through dialogue 


Many doctors are accustomed to look beyond their patients' beds to the 
needs of the community from which these patients come and have long 
seen that a community outlook is necessary, if they are to do all they 
can for society. But for others, and for the teams they lead, this is 
a concept and challenge that has yet to be fully accepted. If it is 

to be met, the first step must be a true community outlook on the part 
of the doctor as the leader of his team. For some of us this will mean 
a radical change in the way we look at our work and our role. This is 
not the place to argue why such an outlook should be necessary - we 
take this for granted already - but rather to consider what it means 

in terms of practical service and dedication, and to suggest ways in 
which we can promote it in the predominantly hospital-oriented teams 
with whom many of us work. Very often the initiative for such a change 
in orientation and purpose will have to come from the doctor himself. 
Increasingly, however, governments and governing boards of church-rela- 
ted hospitals are taking it upon themselves to be sensitive to this 
concept, but even so, the individual doctor who is intent on making 
such a change would be wise to gain the backing of his local authority 
or governing board first. 


If the staff of a hospital is to achieve anything in the community, it 
will need an enthusiasm which all share. How can this be achieved? 
How can we change the outlook of a previously inward-looking hospital 
so radically that its staff look outwards into the community? The 
best way is to discuss and study the medical needs of the community 
with the staff - to create a dialogue among them. We must also think 
of the present and future role of the traditional healer and the dis- 
penser of injections in the provision of health care. This is much 
more likely to lead to a change in outlook than if the staff are or- 
dered to do something they do not understand. Such a dialogue attempts 
to change the attitudes of the hospital staff, both as a group and as 
individuals - at all levels. If it is to be effective, it has to be 
Founded on such facts as those that might be obtained by the methods 
described above. This dialogue is a first step towards the time when 
the staff will all participate through discussion in decision-making. 


The data that have been obtained about the community are of little value 
unless they have become part of the thinking of a hospital and have in- 
fluenced its practice. Whatever has been found must thus be discussed, 
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preferably in groups of between six and twelve people, so that group 
opinion can be achieved and group action suggested. Because local data 
may not be complete and may miss some important problems, especially in 
the field of health education, questions for discussion can be usefully 
supplemented by some of those listed in the appendix. Before coming to 
a meeting, it is suggested that staff be asked to answer anonymously a 
number of them. Their answers should be analysed beforehand and those 
over which there is a marked division of opinion be used for discussion. 
Their purpose is to lead to a clear group opinion on some important is- 
sues, and no suggestion should be made that some are 'right' and others 
'wrong'. (See appendix.) 


Just as many of us doctors are questioning our present role, so also 
are some of our colleagues in teaching, agriculture, and the police. 
Many problems are common to us all, and where interests overlap, there 
is opportunity for discussion; so try to bring in workers from related 
Fields. Adult literacy and health education, for example, can become 
Close allies; matters of health, if well presented, interest everyone 
and encourage the literate to read and educate himself towards better 
health. What should be the content of health education in schools? 
Can the staff from the hospital help? Can agricultural extension of- 
ficers assist in nutrition education? These are only a few of such 
issues. 


Group discussion will probably influence those who emphasize the basic 
curative functions of a hospital. The group should discuss the areas 

in which delegation is possible so that more time can be spared for pre- 
ventive community services. The greater potential that these have for 
improving health care must be balanced against the desire of the com- 
munity for curative services and our determination that it should be 
excellent. 


Group visits 


If a community outlook on the part of the hospital is held to be im- 
portant, no reasonable way of achieving it should be neglected. An- 
other way is through group visits to other centres where progress in 
community care is being made. The visiting group should include rep- 
resentatives of the several disciplines within the hospital, who should 
discuss what they have seen before reporting back to their colleagues. 
In each country a list of such centres willing to receive visitors 
might well be circulated. 


Two Further Aspects of Community Care 
Letting the community keep its own health records 


Every aspect of medical work needs to be oriented towards the community, 
and not the least important are outpatient record systems. No satis- 
factory ongoing system of health care can exist without adequate rec- 
ords. One technique that is now well established is a progressive move 
of record systems out of the clinic into the homes of the people. This 
is a difficult step for many workers to accept. It has, however, proved 
very effective, particularly for children's growth charts, or 'road-to- 
health charts' as they are sometimes called. When kept at home, they 
can be made use of by agricultural extension workers, the school teach- 
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ers and pastors as well as by health workers visiting the family. Their 
presence in the home also allows members of the community itself to es- 
timate such indices of health care as levels of immunization or clinic 
attendance, tasks that may well be within the competence of suitably 
supervised pupils from secondary schools. 


Using the 'road-to-health chart' for family planning 


Every five days another million people added to the planet Earth, but 
for many of our patients this threat to their children and grandchildren 
is of little consequence. Nevertheless, many mothers are commendably 
concerned that there should be an adequate birth interval between their 
children. Hospitals already using some form of road-to-health chart may 
be interested in extending its use into family planning by using it to 
motivate mothers into accepting and achieving a longer birth interval, 
and so making it a tool which will benefit the whole family. An example 
of the road-to-health chart used in this way is given in Figure 4. The 
nurses or medical assistants seeing the child discuss and record the 
mother's attitude to birth interval. The ideal may in many communities 
be about three years. This discussion is recorded along the top of the 
chart, the objective being to help the mother to use family planning — 
methods before the 'vulnerable' month, that is the month in which she 
has a 5 percent chance of conceiving again. (Morley, 1973.) 


Conclusions 


Finding the time 


Many of us are overextended, and extra work in the community may seem 
an impossible burden. We may find, however, if we look carefully at 
what we actually do, that time can be made. One way to make it is to 
keep a careful diary, over a week or so, of how we actually spend our 
time and then go back over it, seeing which of our activities might be 
shortened or delegated (Figure 5). When this is done, we may find that 
time can be found for at least some of the kinds of service suggested 
here. We should have liked to have sent round carefully documented ex- 
amples, but none could be found. This is not to say that they do not 
exist - we know of pioneers in this field in several countries - but 
that they have not been suitably written up. An exception is that of 
Dr Arole of Jamkhed, India, recorded in CONTACT No. 10. So, if you do 
take on any community programme, or indeed succeed in innovating in any 
way, please write and tell us how it goes. Church-related hospitals 
together with government centres have a great part to play in develop- 
ing new patterns of community care in the countries they serve. In 
this process of innovation we all need to learn from one another, in 
large ways and small, from both successes and failures. 
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Figure 4 Recently modified 'Road-to-Health Chart' includes 
birth spacing. Samples available with list of rel- 
evant teaching material from The Institute of Child 
Health, 30 Guilford Street, London WC1N 1€H. 
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Figure 6 Delegation is the essential step in spreading 
child health services to the people. 
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ATTITUDES TO COMPREHENSIVE COMMUNITY CARE 


The following statements are designed to find out your personal opin- 
ions about various aspects of health and hospital work. Although some 
of them may be controversial, you should feel free to respond to each 
question without considering this to be a form of ‘examination’. 
Please note the following points: 


o 


1 Mothers may believe that a thermometer, steth- 
oscope and stomach tube are part of the treat- 
ment of malnutrition. In spite of this, they 
will understand that an improved diet has been 
the main reason for their child's recovery in 
the hospital ward. 


2 Whatever the state of neglect or wrong treat- 
ment of her child, it is never justified to 
get angry with a mother. 


3 Lay persons and community members should take 
part in the planning of health programmes at 
all levels. 


4 ‘Doctors doing the job of a medical assistant' 
present a more frequent problem than 'Medical 
assistants doing the job of a doctor'. 


5 There need to be laws in every country to 
prohibit non-medical healers and curers in- 
digenous to the community from practice. 


You should tick 'Agree' if you accept the statement as it 
stands, 'Doubtful' if you feel you cannot express an opin- 
ion, and’ 'Disagree' if you feel the statement as it stands 
should be changed even in minor respects. 


For better understanding of the basic concepts in health 
care, there will be a discussion period based on an anal- 
ysis of the group's responses to the statements after you 
return this completed questionnaire. 


Your name or signature is not required; however, if you 
insert a random number in the box at the top of this page 
and remember it, you will be able to recover your ques- 
tionnaire for the discussion. 


18 


0) 


et 


12 


13 


14 


bes 


16 


a ard 


2.5 


Time and resources spent in maintaining a 

base hospital are essential for training, 

even if it prevents one from participating 
in village preventive work. 


Auxiliaries can be effective substitutes 
for physicians. 


Opinion leaders are people with more knowledge 
and ideas than others. 


The more we can teach people about health, 
the healthier they are likely to become. 


We can be satisfied if 70% or more of the 
people in a community see a well prepared 
health education film. 


Professionals are taught to solve problems: 
auxiliaries are taught to follow instructions. 


In the medical profession, the doctor's and 
nurse's chief concern is his patient. His 
Family life must not interfere with his pro- 
Fessional life. 


the, first priority is to cure the sick cuzic, 
If the mother is likely to be in the way or 
interfere with treatment, she can be exsluded 
as long as the child is not suckling. 


National programmes such as TB, Leprosy and 
Family Planning, with their own budget, are 
to be avoided. 


Dollar for dollar, money spent on sanitation 
is more important than any other health pro- 
gramme. 


Although preventive work is a first priority, 
one is bound to satisfy whatever commitment 
to curative work a hospital's resources make 
possible on practical, psychological or ethi- 
cal grounds. 


Medical education needs to conform to inter- 
national standards of education and not to 
national programmes evolved to meet the coun- 
try's immediate needs. 


The ‘Weljl Baby Clinic” "arose Tor Historical 
reasons. We should promote comprehensive 
curative and preventive care at every con- 
tact the child has with health services. 
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19 Fields outside health, such as agriculture, 
education, economics, influence health more 
than existing health services. 


20 The most important advances in health lie 
in influencing the behaviour of the people. 


NB The questions in this appendix are given only as possible examples 
and are only suitable for more qualified staff. Others with local 
Flavour can be prepared to suit those with less educational back- 
ground. 
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SUGGESTIONS FOR FURTHER READING 


MEDICAL ASSISTANT'S MANUAL 
A guide to diagnosis and treatment 


by G B Wyatt and JL Wyatt 
and a contribution by 
D J Halestrap 


published by McGraw-Hill Interna- 
tional Book Company, Singapore 


HEALTH CARE OF CHILDREN UNDER FIVE 


Report on a workshop 


available from the 
Coordinating Agency for Health 
Planning (CAHP) 

C-45, South Extension, Part II 
New Delhi-49 

India 


PATIENT-RETAINED HEALTH RECORDS 
FOR BETTER HEALTH CARE 


by Murray Laugeson 


available from the 
Coordinating Agency for Health 
Planning (CAHP) 

C-45, South Extension, Part II 
New Delhi-49 

India 


COMMUNITY HEALTH AND THE CHURCH 
eer Se eee ee 
by J Hakan Hellberg 


available from the 

Christian Medical Commission 
World Council of Churches 
150 Route de Ferney 

1211 Geneva 20 

Switzerland 


All over the world today, there are 
many persons sick or dying from ill- 
nesses which could be prevented or 
cured by anyone with a knowledge 

of modern medicine. There are not 
enough doctors to do this work, es- 
pecially in the rural areas of de- 
veloping countries, but the medical 
assistant can be trained to recog- 
nize and treat the common diseases 
and to refer those whom he is not 
able to treat himself. This manual 
is designed to help the medical as- 
sistant in his frontline task of 
diagnosis and treatment. 


Report on a workshop on health care 
of children under five, held in New 
Delhi in 1973 under the auspices of 
the Nutrition Sub-Committee of the 
Indian Academy of Paediatrics, the 
Institute of Child Health, Niloufer 
Hospital in Hyderabad, and the Co- 
ordinating Agency for Health Plan- 
ning in Delhi. 


This well illustrated 60-page book-- 
let describes the health records to 
be retained by the patients, which 
were developed during 1971-72 in a 
number of voluntary hospitals in 
India. These records imply a stan- 
dard of outpatient care for hospi- 
tals and dispensaries that could re- 
orient us from disease care towards 
health care. This is within reach 
of all of us, big or small, but at 
has only been attained by a few of 
us. 


The church is concerned with people, 
and people live in communities. The 
medical programmes of the churches 
are challenged today to meet the 
needs of people - as individuals, 

as families, as communities. As 

the conditions of people and their 
communities change, the spectrum of 
needs and problems is also undergo- 
ing change. To be able to respond 
to such changes, information is 
needed about principles and methods 
of community-oriented health care. 
This 74-page booklet contains some 
practical suggestions. 


NUTRITION FOR DEVELOPING COUNTRIES 


by Maurice H King, Felicity MA 
King, David C Morley, H J Leslie 
Burgess and Ann P Burgess 


published by Oxford University 
Press, Nairobi 


LEPROSY FOR STUDENTS OF MEDICINE 


by Anthony Bryceson of Ahmadu Bello 
University, Zaria, Nigeria, and 
Roy E Pfaltzgraff, Adamawa Pro- 
vincial Leprosarium, Garkida, 
Nigeria 


published by Churchill Livingstone, 
Edinburgh 


(See also CONTACT No 3, LEPROSY 
CONTROL AND TREATMENT IN COMPRE- 
HENSIVE COMMUNITY HEALTH PLANNING, 
by Oliver W Hasselblad and James 

C McGilvray, published by the 
Christian Medical Commission.) 


GENETICS AND THE QUALITY OF LIFE 


Available from the 

WCC Publications Office 
150 Route de Ferney 
1211 Geneva 20 
Switzerland 


21 


There are said to be between 10 

and 20 million malnourished chil- 
dren in the world. Much of this 
malnutrition, with all its tragic 
consequences, could be prevented 

if only families would feed their 
children with the foods that are 
already available or could be grown 
in the country. The knowledge nec- 
essary to achieve this already ex- 
ists and must now be applied on the 
widest scale. Such is the purpose 
of this book, which hopes to show 
the readers how to feed their own 
children, how to teach others to 

do the same, how to make the commu- 
nity diagnosis of malnutrition in 
their district, how to initiate 
community health action, and how 

to supervise the growth of chil- 
dren by using a weight chart. 


How the authors describe the aims 
of their book: This book is the 
result of a course given at Gar- 
kida, Nigeria, for students of 
Ahmadu Bello University, during 
which the principles of the basic 
disciplines involved in a study of 
leprosy as well as the clinical 
and social aspects of the care of 
the patients are taught. We have 
tried to do the same thing here, 
and have done our best to distin- 
guish proven fact from accepted 
dogma and speculation, but it has 
not always been easy to reconcile 
the enormous clinical experience 
of yesteryear with the newer con- 
cepts about leprosy of today. 


Report of a consultation held in 
Zurich in June 1973, jointly spon- 
sored by the Department of Church 
and Society and the CMC of the 
World Council of Churches. The 
study of the future of man in an 
age of science-based technology, 
which the Church and Society sub- 
unit of the WCC is presently pur- 
suing, could not overlook the de- 
cisive issues raised by contempo- 
rary research in genetics. The 
Central Committee of the WCC has 
asked for these findings to be cir- 
culated for further discussion in 
the churches. 
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NCIH International Health Conference, October 1974 


The National Council for Interna- 
tional Health (NCIH) is planning 

to hold its Second International 
Health Conference in the Washing- 
ton, DC area, 16-18 October 1974, 
The conference will concern itself 
with various aspects of health care 
planning and services, with special 
emphasis on the Health of the Fami- 
ly. Dr Halfdan T Mahler, Director- 
General of WHO, and a number of 
other foreign experts on health 
matters are scheduled to join the 
conference. 


The National Council, sponsored by 
ten leading professional organiza- 
tions -- American Dental Associa- 
tion, American Hospital Associa- 
tion, American Medical Association, 
American Nurses! Association, Amer- 
ican Public Health Association, As- 
sociation of American Medical Col- 
leges, Association of Schools of 
Public Health, American Society of 
Tropical Medicine and Hygiene, Na- 
tional Council of Churches, and Na- 
tional Medical Association -- was 
formed following a task force study 
instituted by the American Medical 
Association. The AMA, through re- 
cent years, has held a series of 
Five international health confer- 
ences at approximately two-year in- 
tervals, but upon formation of the 
NCIH, the AMA decided not to con- 
tinue this kind of meeting, as it 
is now more appropriate for the 
NCIH to sponsor such meetings. 


At the first NCIH international 
health conference held in April 
1973, the assemblage of represen- 
tatives from many US organizations 
working in the field of Interna- 
tional Health elected a Steering 
Committee to cooperate with the 
NCIH in developing plans for the 
organization of a General Assem- 
bly of all interested organiza- 
tions in the US and perhaps some 
from abroad to work in consonance 
with the National Council as well 
as to cooperate with the NCIH in 
planning for the next Internation- 
al Health Conference, now sched- 
Uled for 16-18 October 1974. Sub- 
sequently, the National Council 
elected three members from the 
Steering Committee to officially 
sit on the Council with voting 
privileges. They will serve as 
pro-tem members until such time 

as the General Assembly is formed 
and able to elect to full member- 
ship on the Council its own mem- 
bers in numbers yet to be deter- 
mined. 


After completion of a careful 
study now in progress by the 
Steering Committee and the Na- 
tional Council, proposals for a 
General Assembly will be pre- 
sented at the Second Internation- 
al Health Conference for consid- 
eration by the assemblage and, in 
turn, by the organizations they 
represent. 


